A total of 1041 patients with undiagnosed dyspepsia were interviewed to determine whether they required investigation for organic disease. The interviewer, a research assistant without medical qualifications, used a standard data sheet. The information obtained was analysed by computer, and, according to the results, patients were predicted to be at high, medium, or low risk. They were then followed up and the final diagnosis was compared with the risk predicted by computer. Patients predicted to be at low risk had a 10% chance of having ulcer disease and a 0 3% chance of having cancer, whereas patients predicted to be at high risk had a 20% chance of having ulcer disease and a 10% chance of having cancer.
Introduction
In 1980 Gear and Barnes estimated that roughly 1% of the patients on the list of an urban general practice present each year with dyspeptic symptoms ofmore than two weeks' duration.' The general practitioner has to decide which of these patients have non-ulcer dyspepsia and require only reassurance and antacids and which have organic disease requiring investigation and specific treatment. The decision is difficult, as the high proportion ofnegative investigations in previously published reports suggests. 24 In the Airedale district of west Yorkshire general practitioners can refer dyspeptic patients either to a hospital based clinic for investigation of dyspepsia by endoscopy or to the department of radiology for a barium meal. The difficulty of predicting which patients have organic disease can be judged by our records showing that 72% of all barium meal examinations requested by general practitioners yield normal x ray pictures. A normal x ray picture, it can be argued, will reassure both the patient and the doctor but it is perhaps an expensive luxury. If the radiological waiting lists are long the x ray report can be misleading as an ulcer may well heal before the x ray examination is performed. A long waiting list will also result in a delay in the diagnosis and treatment of organic disease, especially important for patients with cancer.
Patients referred to the dyspepsia/endoscopy clinic are presumably those with severe symptoms; an examination ofour records showed, as expected, a higher proportion of active pathology (50%) in this group of patients, but even this ratio is far from ideal. Against this background we set up the present study to identify those dyspeptic patients who require investigation. In 1975 de Dombal and Horrocks showed that a physician's assistant without medical qualifications can be taught to take an accurate and structured case history' and that, with the aid of simple computer techniques, these data can be used to produce an accurate diagnostic prediction.6 They then went on to show that such a programme can be transferred from one geographical area to another without loss of accuracy.7 Using these techniques we screened patients presenting to their general practitioner with dyspeptic symptoms of more than two weeks' duration, patients about to undergo barium meal examination for dyspepsia, and patients attending a clinic for investigation of dyspepsia by endoscopy. We report the results of this study. 23 ( Results Table I shows the results of the 1041 interviews, compares the computer assigned risk group with the final diagnosis, and shows the proportion of patients in each risk group in whom particular diagnoses were made. Few patients in the low risk group were found to have serious pathological abnormalities; duodenal ulcers were found mainly in patients predicted to be at medium risk; and almost even numbers of patients predicted to be at medium and high risk were found to have gastric ulcers. Of the 27 patients with gastric cancer, 24 (89%) were in the high risk group as were all seven with non-gastric cancers. Table I also shows the results of all the interviews when the groups were divided according to age into patients above and below the age of 50. The need for an aid may not be identified in the first place because the right questions are not asked or no professional looks at the patient's home and life, or no one knows of the existence of the relevant aid. Some aids moreover are incorrectly prescribed or supplied or are not the best possible; while others are not used to the best advantage, perhaps through lack of demonstration and discussion or because they are not simple enough solutions to the problem. The aids to concentrate on are those that are crucial to the patient, not bility, given adequate space, since manufacturers may loan or donate their wares, though costs are making this increasingly difficult for expensive items. Some hospitals should be able to provide certain aids out of their own stock to avoid the delays inherent in ordering through social service departments, and then have the cost reimbursed by social services; but this is not as straightforward as it sounds. There are about 20 joint schemes for supplying aids-that is, funded both by health authorities and by social service departments-and these are said to have resulted in a quicker and more effective service. A survey to assess problemns and benefits is thought by some to be needed. An important point is the role of general practitioners: the time will come, it is hoped, when they will make more use of both occupational therapists and aids centres.
A rehabilitation department I visited itself provides aids on occasion; more often patients are encouraged to buy small things for themselves. A mail order catalogue of inexpensive products for the disabled should surely be kept in every GP's surgery and every day centre, together with a list of local and national information
